Curettement for chronic purulent rhini tis. Death in three days. 

Removal of polypi with snare. Empyema of antrum, of Highmore. 
Death eleven days after operation. 

In each of these instances death occurred a number of days after the 
operation, and the history of the cases leads to the inference that it was 
due to meningitis. 

The author of the paper concludes that from the above it is readily 
inferred that meningitis is a complication of intranasal operation and 
should not be lightly regarded. It has occurred and proved fatal in 
enough instances to make us realize that the close relationship existing 
between intranasal structures and the meninges is not to be overlooked 
in our intranasal operative work. 
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Three Cases of Labyrinth Trephining.—B otey states that the sur¬ 
gery of the internal ear is still in its early stages, and that excision of 
mat part of the labyrinth accessible through a large opening into the 
middle ear has but recently been definitely done with success, warrants 
a more exhaustive notice of the author’s paper than would ordinarily 
be accorded within the limits of a review, but it will still be necessary 
to refer the reader to the original for the technique of the several opera¬ 
tions, the very careful and minute observations made, and the com¬ 
plete reports of the cases. 

In all of the operations the primary postaural openings were made 
sufficiently large to afford free access to and inspection of the inner 
tympanic and antral walls, and the operation upon the petrous portion 
of the temporal bone was done by means of the gouge and curette, 
supplemented by small electric burrs. 

The first case-was that of a man, aged twenty-six years, who'had 
suffered from a suppurative process in the left middle ear for twenty 
years, with recently resultant severe occipital pain, excessive tinnitus, 
and violent attacks of vertigo; there was caries of the epitympanum 
and antrum, accompanied by labyrinth suppuration, and the operation, 
which included an extensive incision of the mastoid and middle ear 
and opening of the external semicircular canal and first whorl of the 
cochlea, resulted in recovery.' 

The second case was that of a boy, aged fourteen years, who, follow¬ 
ing scarlet fever in his second year, had persistent suppurative dis¬ 
charge from the left ear, with occasional exacerbations and symptoms 
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of pus retention; latterly there had been attacks of vertigo and vomit¬ 
ing; there was destruction of the pars flaccida, cholesteatomatous 
accumulation in the epitympanum, and antrum and labyrinth suppu¬ 
ration. 

The operation consisted of a mastoid exenteration with a large open¬ 
ing into the external semicircular canal and cochlea, the latter being 
effected by removal of the inner tympanic wall within a line drawn 
from the posterior end of the oval window to the posterior end of the 
round window; then, in a curve forward and downward from the ante¬ 
rior edge of the oval window, and then posteriorly in a curve downward 
to within two millimetres of the tympanic floor and upward to the 
round window, the opening into the semicircular canal being made 
with burrs. In this case also a cure was effected. 

The third case was that of a man, aged thirty-five years, having a 
history of bilateral middle-ear suppuration since infancy, with occa¬ 
sional congestive exacerbations in the left ear, accompanied by deep- 
seated pain extending into the neck and head, but unaccompanied by 
tinnitus, vertigo, or vomiting. In spite of feebleness his gait was nor¬ 
mal, and the tests of von Stein indicated no change in tne static and 
dynamic function of the labyrinth. There w’as absolute loss of hearing 
in the left ear, slight dysphagia, and pariesthesia of the left side of the 
palate with paralysis of the left vocal cord, probably due to lesion of 
the vagus at the point of its exit'. 

In addition to the chronic bilateral middle-ear suppuration and 
necrosis of the left labyrinth, there was a cerebral and cerebellar abscess. 

There w T ere two operations: the first a tympanomastoid exentera¬ 
tion with opening of the middle cerebral fossa, and the second, an 
opening of the posterior cerebral fossa with extraction of the petrous 
portion of the temporal bone to the depth of the internal auditory canal, 
and death from shock. 

The existence of large openings into the labyrinth, as evidenced in 
the examination of these three cases, is demonstration of the ease with 
which pus may enter that cavity in persistent suppuration of the middle 
ear, especially where there is cholesteatomatous blocking of the epi¬ 
tympanum and antrum, and the cases are also evidence of the fact that 
operation upon the labyrinth, by way of the epitympanum and antrum, 
with large opening of the antrum and mastoid, is easily possible. 

The fact of the breaking of two burrs inside the external semicircular 
canal, in the second case, is a demonstration of the extraordinary hard¬ 
ness of the labyrinthine capsule in cases of otorrhcea with osteosclerosis, 
and at the same time suggests the necessity of using burrs with rela¬ 
tively large shanks. 

In the opinion of the author the existence of granulations emerging 
from a fistulous tract, or from one of the windows, confirms the diag¬ 
nosis of labyrinth suppuration, especially when the otorrhoea is accom¬ 
panied by violent attacks of vertigo, vomiting, and disturbances of 
equilibrium. 

Tinnitus, as a rule, does not occur in suppuration of the labyrinth; 
it is often wanting; when it appears it lasts but a short time, and it 
occurs only at thebeginning of tne pyolabyrinthitis. 

When a patient in the cdurse of a chronic otitis media is suddenly 
attacked with vomiting and dizziness, with great inco-ordination of 
movement, notwithstanding their violence $nd tenacity, it is not neces- 
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sary to infer always that pus has penetrated the semicircular canal or 
the vestibule. _ It may happen that pyolabyrinthitis does not exist, and 
that the labyrinthine symptoms are due to simple peripheral compres¬ 
sion of the neuroepithelial terminations of the auditoiy nerve in the 
ampullae and the membranous vestibule, occasioned by the presence 
of cholesteatomatous masses lodged in the attic and aditus, which, by 
their volume and eccentric growth, push from without inward upon 
the perilymph and endolymph. Vertigo also may be due to congestion 
extending from the middle to the inner ear without the entrance of pus 
or pyogenic germs. 

The author cites cases of otorrhcea with dizziness and violent vom¬ 
itings of long duration, which, despite these symptoms, had no pus in 
the labyrinth, and in one operative case he found caries and necrosis of 
the inner wall of the midale ear with absolute integrity of the laby¬ 
rinthine membrane. In two of these cases, after radical operation with 
slight curetting of the granulations and removal of small sequestra, 
the patients recovered, the tuning-fork and the tests of von Stein show¬ 
ing that the acoustic nerve, on the side operated, effected perfect co¬ 
ordination of voluntary movements. 

The third case demonstrates clearly that a pyolabyrinthitis may 
exist without tinnitus, vertigo, and other disturbances of equilibrium, 
which reduces the diagnosis to the category of simple surmises, except 
for the perceived symptoms of suppuration of the labyrinth. This 
case also shows the possibility of Chaput’s operation (resection of the 
petrous bone), especially when the petrous bone is necrosed, without 
reference to the existence of the internal carotid artery at the superior 
part, the sequestra usually being easily mobilized. 

In practice it is rarely necessary to remove so great a part of the 
petrous bone, Chaput never having done so complete an operation on 
the living subject. 

It is nearly impossible to avoid facial paralysis in resecting the petrous 
bone, as it is necessary to cut the facial nerve to remove the labyrinth. 

The conclusions to be drawn from these three cases and from the 
author’s experience in cases presenting labyrinthine symptoms with 
suppuration of the middle ear, are given by hini as follows: 

1. In pyolabyrinthitis^ cochlear disturbances of the acoustic nerve, 
such as tinnitus and subjective noises, are very inconstant, quite early, 
and always temporary. The noises are possibly due to the inflamma¬ 
tory participation of the organ of Corti, the peripheral neurons being 
more easily desfroyed by suppuration than the neuroepithelial termina¬ 
tions of the auditoiy nerve in the vestibule and in the semicircular canals. 

2. Taking into account the small volume of the membranous laby¬ 
rinth, suppuration nearly always extends over the entire surface, by 
ra pid diffusion of pus, to the whole cochlea, and deafness is complete. 
This statement the author maintains on his experience with these three 
cases, and in spite of the contrary opinion of Jansen and Hinsberg, 
who believe that suppuration frequently affects a part of the labyrinth, 
principally the external semicircular canal. 

3. The most minute examination of the ear, and at the same time 
the study of the progress of the disease and the appearance of the most 
characteristic disturbances of equilibrium, do not indicate, in advance, 
with certainty, the existence of pus in the labyrinth. Only during 
operation can it be ascertained whether a pyolabyrinthitis really exis ts 
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or whether the lesion of the inner wall of the middle ear co mmu nicates 
with the labyrinth. 

4. The communications of the middle ear with the internal ear in 
suppuration are nearly always very small; they can consequently easily 
be passed unperceived if they are not carefully sought for with a probe. 

5. Opening the whole labyrinth with extraction of the promontory, 
from the oval window to the round window, to the floor of the middle 
ear, and to the neighborhood of the Eustachian tube, according to the 
technique advised, ought, in the author’s opinion, to be carried out on 
all occasions, even in cases where the pus is only found in the interior 
of the external semicircular canal. Not only is the drainage easier, 
but the pus cannot spread to the inner nooks of the labyrinth. 

6. In doubtful cases where some auditory perception remains in the 
diseased ear, it is better to do a tympanomastoid exenteration and wait 
for four or five days. If, at the termination of this time, labyrinthine 
disturbances persist with the same intensity, it is permissible to open 
the labyrinth by means of a second operation, for an infection is sure 
to be found. 

7. Nystagmus, which is often observed in accidental lesions of the 
horizontal semicircular canal and in all cases of subacute irritation of 
the labyrinth, is a symptom rarely observed in practical otology on 
account of its being slightly noticeable and of short duration. 

8. A large opening of the labyrinth, correctly done, with the revolv¬ 
ing burr, is less liable to produce dangerous shaking and the breaking 
up of adhesions which keep the pus in a limited tract of the inner ear 
and do not allow it to extend, by way of the aqueducts, into the cranial 
cavity, this operation is one of little danger, and the mortality need not 
be expected to be above 4 per cent. 

9. All labyrinthine fistulae, which are only findings of evidence, 
without vertiginous symptoms, without tinnitus or deafness, should 
not be disregarded, as advised by Jansen and Hinsberg. It is advisable 
to open the fistula into the labyrinth immediately, the external opening 
of tne fistulous tract being opened carefully without interference with 
the membranous labyrinth, removing the superficial granulations if 
they exist, to observe if the pus is deeply situated, ana then awaiting 
the results of operation. If at the end of three or four months, when 
the operated cavity has epidermatized, the passage of co mmuni cation 
between the middle and mtemal ear continues to discharge pus, and 
especially if vertigo and disturbances of equilibrium coexist, it is nec¬ 
essary to make a large opening into the labyrinth. If the fistulous tract 
no longer exists after epidermatization of the operative cavity the cure 
may be considered complete. 

10. Pus can be present in the labyrinth without disturbances of 
equilibrium, the tests of von Stein being negative. In the unique case 
cited operation demonstrated pyolabynnthitis. The whole labyrinth 
was destroyed, and in consequence there was complete deafness on the 
affected side. 

11. It is necessary that the membranous labyrinth be not destroyed 
in order to have labyrinthine symptoms, so that the tests of von Stein 
will indicate the disorders of equilibrium. Where it is destroyed the 
well labyrinth will in time make up for the static functions which have 
been abolished, and the patient no longer exhibits labyrinthine symptoms. 

12. The vagospinal can be wounded at its exit from the skull either 
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by a particle of bone (the vaginal process‘of the petrous bone) or by an 
instrument. In such a case there would be paralysis of the palate and 
of the vocal cord of the corresponding side, as happened in the third 
case cited. This tends to prove that the facial nerve has nothing to do 
with the innervation of the soft palate. 

The Significance of Swelling of the Cervical Lymph Glands in Middle- 
ear Suppurations.— Stenger (Archiv f. 0krenheilkunde, Band Ixii. 
pp. 3 to 4) considers the presence of swollen lymph glands in the region 
or the ear and in the region of the sternocleidomastoid of great practical 
significance as an aid m determining the necessity of operative inter¬ 
ference in cases of middle-ear suppuration. According to Poirier, the 
glands of importance in this connection are: (1) The mastoid lymph 
glands, ordinarily two in number, found in children connected by two 
or three lymph vessels over the place of origin of the sternocleido¬ 
mastoid. They receive their afferent vessels from the tympanum and 
the posterior wall of the external auditory canal. Their efferent vessels 
lead into the upper group of lymph glands beneath the sternocleido¬ 
mastoid. (2) The upper group of glands beneath the sternocleido¬ 
mastoid, which extend from the tip of the mastoid process and the, 
posterior belly of the digastric to the point where die omohyoid crosses, 
the great neck vessels. Ah outer and inner portion of these glands can 
be distinguished. . , 

In chronic middle-ear suppurations the swelling of any of these 
glands may be expected. In acute suppuration swelling of these 
glands is not the rule; but when the mastoid also is affected, one finds, 
as a rule, painfully swollen glands beneath the mastoid and behind 
the sternocleidomastoid. This glandular swelling is of especial 
diagnostic value in cases of acute middle-ear suppuration which run 
then: course without especial symptoms, and in which the long-con¬ 
tinued suppuration is the only fact pointing to an involvement of the 
mastoid cells. The author points out that the glandular swelling in 
this region may be due to other causes— e. g., diseases of the scalp and 
tonsillar affections; and that this must always be borne in mind. 
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The Pathology ol the Tuberculides in Childhood.— Nobl (Dermaiolo- 
giache Zeiischrift, Band xi., Heft 12), among 430 children suffering 
from various diseases, has seen the papulonecrotic tuberculide thir teen 
times, and accordingly believes this form of lesion is a -by no means 
infrequent one. The eruption is composed of small nodules, pustulo- 



